INTRODUCTION
The increase in life expectancy and lowered birth rates have led to population aging and a greater prevalence of chronic diseases. According to a study conducted in 2002 by the European Commission, the number of people aged 65 years and over in the European Union will increase from 61 million, as recorded in 2000, to a projected 103 million in 2050.
(1) The Libro Blanco de la Dependencia, a white paper on the care of dependent persons, published in Spain in 2004 indicated that 16 .6% of Spanish adults are 65 years and older and this figure is expected to grow in the coming years. (2) In Spain, an estimated 1,067,818 people are in need of care due to longevity and dependency.
The first exhaustive study conducted in Spain by the Institute for Older Persons and Social Services (3) (IMSERSO) about family caregivers of persons with dependency demonstrated the discomfort they experienced, especially regarding loss of free time, decreased social activities, deterioration of their own health, work problems and changes in family life. Caring becomes a daily routine that occupies a great part of caregivers' resources and energy. The provision of care within a family does not occur evenly among its members. Instead, one family member takes on the greatest responsibility, becoming the primary caregiver. The typical profile of those who provide care in Spain can be summarized in the following phrase: female and sole caregiver. For the most part, women are the ones who take on the role of family caregivers for the chronically ill. They must perform numerous tasks and make complex decisions on a daily basis. This places them in situations of high vulnerability, stress, and uncertainty. Thus, providing them with interventions that support their caregiving work is necessary. (4) (5) (6) (7) (8) (9) In the Spanish social context, family caregivers are the reference point for persons with dependency; their affection and attention are indispensable in order to ensure the patient's quality of life. However, providing affection requires time and effort. Affection between caregivers and those who receive care takes place in a context of complex interactions in which both positive and negative emotions circulate. Most caregivers have the feeling of being physically and emotionally trapped. Nurses working in home care must play the role of collaborator, negotiator and coordinator, helping caregivers learn effective adaptation strategies when faced with difficult decisions. Enhancing and maintaining primary caregivers' health contributes toward improving overall family health. (10) (11) In literature review studies on the effectiveness of interventions aimed at reducing the discomfort of those who care for the chronically ill, despite the diversity of methods and techniques used, (12) (13) authors concluded that cognitive-behavioral techniques, together with psychological support for caregivers, could be more effective than educational programs and support groups alone. (14) Problem-Solving Therapy (PST) is a non-specialized, relatively brief and easy-to-learn technique. Therefore, it can be feasibly developed on any health care level when attending to patients and their families. (15) Studies on PST used by nursing staff in other countries have obtained very satisfactory results with this technique. (16) Problem-Solving Therapy has proven to be a useful tool in any stressful situations in which human beings find themselves, although the most common are physical or psychological illness, where there is real or feared loss of interpersonal relationships or personal conditions and when important decisions must be made. (17) Many of these situations are inherent to the caregiving process in the family setting when a condition of chronicity and dependency is prolonged.
The present article aimed to assess the effectiveness of PST with family caregivers who presented positive scores on anxiety and/or depression scales and altered scores relating to emotional distress. It also aimed to explore factors that could hinder its systematic use.
METHOD
This was a clinical trial consisting of an Intervention Group (IG) and a Control Group (CG) with pre -and postintervention data collection.
Population and sample
The study sample consisted of 122 family caregivers who met the following inclusion criteria: Providing care to chronically ill persons registered with the home care service for chronic patients (ATDOM) for at least four months; and displaying a positive score on the Goldberg anxiety and/or depression scales and alterations on the emotional well-being scale (Nursing Outcomes Classification -NOC) at the time of the intervention. (18) (19) We excluded family caregivers with sensory and/or cognitive disabilities that could hinder comprehension of PST and caregivers who did not consent to the intervention, despite having presented positive results on the questionnaires. We also excluded caregivers whose family members died during the intervention period.
The effectiveness of PST was evaluated based on the results of the Goldberg anxiety and depression questionnaires and the emotional wellbeing scale a month after the intervention (post-test), comparing them to the results obtained at the start (pre-test).
Ten home care nurses, who were trained to carry out PST, conducted the intervention. The nurses were assigned to chronic patients attended to by the primary health care center in which they worked. Therefore, the nurses were already familiar with both patients and caregivers. (One of the inclusion criteria for the ATDOM program is that a reference family caregiver be registered.)
The intervention protocol was agreed upon by the nurses and we allowed the intervention to be adapted according to their time and availability. A maximum of five sessions were arranged, and in each, nurses and family caregivers worked on the different steps of PST. These sessions took place during the nurses' regular weekly home visit.
Before conducting PST, nurses participated in a training seminar. Throughout the process, researchers were available to address any questions that arose during the intervention, both online and on the telephone. Nurses were given didactic and bibliographic material specifically designed for the present research. (20) In each session, nurses recorded data regarding their experience with conducting PST during the intervention period (Annex 1).
After obtaining the statistical results of the trial's quantitative assessment phase, intervention group nurses were contacted once more to participate in an exploratory focus group. This group aimed to identify which factors facilitated the nurses' use of PST and which made it difficult to put knowledge obtained by this study into practice. The focus group was conducted by two researchers who had not been directly involved in advising and assisting the nurses during the intervention process. This was done so that familiarity with the researchers would not contaminate the focus groups' discourse.
All phases of the study abided by the ethical principles set forth in the Helsinki declaration for clinical research. 
Quantitative analysis
Data analysis was conducted with SPSS 17.0 © statistical software for Windows. Descriptive analysis was used for all the variables according to their nature. Qualitative data were analyzed using frequencies and percentages for each category and then placed in charts and figures. Quantitative measurements were analyzed according to central tendency, mean, median and standard deviation values, as well as range or amplitude. In order to compare pre -and post-intervention differences, we used Student's t-test. For all tests we adopted a 95% (p<0.05) confidence level.
Qualitative analysis
The focus group session took place in December 2012 and was recorded digitally (Olympus VN-3500PC). Data were analyzed using content analysis based on phenomenology, according to van Manen's (21) recommendations. We explored both the expressed (consciously elaborated) and implicit factors that emerged in discussion regarding the nurses' experiences. In this regard, two aspects were taken into consideration; one related to the nurse-caregiver relationship and the other emphasized the importance of factors that can facilitate or hinder giving continuity to PST in home care intervention.
Three researchers who had not participated in the focus group examined the transcripts to identify factors that can facilitate or hinder the use of PST.
RESULTS

Quantitative results
The mean age of the 122 caregivers in this study was 58 years, they were married and had completed only primary school education. Most were daughters of chronic patients and lived with them in 88.3% of cases. They had been caregivers for over 5 years and the mean time of daily dedication was 21.8 hours. Caregivers had social resources for the caring process 70% of the time, even though only 45.9% of participants evaluated such resources positively. Table 1 displays the mean values for anxiety, depression and emotional well-being obtained pre -and post-intervention for our sample of caregivers. We observed that the values for each of these parameters were reduced in post-intervention data collection. Reductions in anxiety (p< 0.00), depression (p<0.01) and perceived emotional well-being (p<0.03) were statistically significant. 
Qualitative results
Eight of the ten nurses who had conducted the PST intervention participated in the focus group (two were absent for logistical reasons). The group session lasted 90 minutes and the data were transcribed. The language spoken during the focus group was Catalan. However, for transcription and analysis purposes, the material was translated into Spanish, respecting narrative expressions as much as possible.
The eight nurses of our sample worked in different primary health care centers in the province of Tarragona, where the interventions took place, and all were part of the home care service for chronic patients (ATDOM). The nurses had at least five years of experience working in the program; for identification purposes, we took into account whether the intervention occurred in a rural or urban context. The guiding question for the discussion was: What was your experience using PST with family caregivers? Could you see it becoming part of home care service for caregivers of chronically ill persons?
Two thematic categories emerged from the analyzed material: Contributions of PST to caring for caregivers and the difficulties encountered.
Contributions of PST to caring for caregivers
The nurses all agreed that PST helped personalize the care provided to caregivers and helped in sharing the responsibility for making decisions:
When it's been a while since you've been to a home, you know what to expect…In the end it's all very repetitive…in truth the technique forces you to listen to the caregiver to define and convert the problem into a problem that can be solved…it makes it easier for you to move forward instead of always listening to the same tune (I1 urban).
You ask them, What do you think you could do to feel better? and then pass the decision on to them…in a way you are telling them to get going (I6 urban).
The technique forces us to ask them how they are, how they are experiencing things, and what they have considered doing, it helps clarify if they need any help…thus we can provide more personalized help. (I7 rural).
We are there as facilitators, and they are the ones with the responsibility…my experience tells me that when you want to act like a savior, you try very hard to find solutions for them and in the end they don't accept them…They have the power to decide…all you can do is ask, What do you think you can do?...You can set them in motion (I3 urban).
In the beginning I was afraid that I wouldn't know how to use the technique… but I learned that nurses…must stay positive…; …if you see things are not going well, you must talk with them, let them cry it out and when they have finished, you can suggest a change…; …you need to ask them what they have already considered doing… (I5 rural).
An important element that emerged when analyzing the nurses' discourse was caregivers' gratitude for their work and the recognition of their effort in applying PST. Gratitude from caregivers was one of the aspects that pleasantly surprised the nurses, during and after the intervention:
I remember this one caregiver who had many family problems, she would always come to the primary health care center and complain about everything…after conducting PST, even though not everything was solved, not at all, whenever she came to pick up prescriptions, instead of complaining she would tell me she had made an effort to go to the hair salon, to get out of the house more…I noticed she was more active, motivated and content…her relationship with me improved, I began to see her in different way (E6 urban).
I was very surprised when after conducting PST, the caregiver told me, I feel like it's the first time someone has taken care of me.…I don't know…I had been going to her home for more than two years (…) It's a matter of them perceiving that you take an interest in them (E3 urban).
Since the intervention, there is a group of caregivers who go out every day for a walk…when I meet them I feel very happy, for I feel I have helped them to maintain a life of their own beyond caregiving…it seems easy, but it's very difficult (E4 rural).
In the first session, they had a hard time understanding us, but after the 3rd session we noticed many changes, they smiled, they had a different view on things…even though there were some cases in which it was very hard to find solutions (E8 urban).
We observed signs of the nurses' satisfaction with their work through their verbal and non-verbal communication during the focus group. There was a consensus in this regard, for all the nurses reported anecdotes from their practice reflecting this theme.
Another theme that emerged from the intervention and that appeared in all of the nurses' discourses was how PST had facilitated contact and communication among them and with different professionals in the health care team. These accounts described how the caregivers' interpersonal and/or family contacts were improved, which allowed nurses to provide faster, more effective and holistic care.
When you know you have a limited time to help, you are more concerned with providing them with the resources they need…In this one case I spoke to X so that they could provide me with an ambulance so that the husband, who was terminally ill, could travel to Salou…this was very significant to the caregiver (I1 urban).
When you let the caregiver talk, you understand what information she needs, her personal resources…and above all, you are able to notice what helps her and what doesn't (I6 urban).
At home, doctors do not interfere…they leave you be… at home we are the ones with the power…we're the ones who notice if they need anything and can say,You could go and see Mrs. X,-in the hospital it is different (E7 rural).
In this one case in which the caregiver and her mother (an Alzheimer's patient) had an extremely bad relationship, I showed her how to give her mother massages, relaxation techniques, and this helped calm the patient and caregiver (I2 urban).
The nurses also mentioned that the intervention seemed to help caregivers ask for help from other family members.
for help with the things she couldn't do, we talked about who could help her, how things could be arranged, who she could ask for help, right? About who could help her with cooking…groceries…cleaning (I3 urban).
In this other case we talked about how she could keep on seeing her grandchildren without always having to take care of them…she wasn't able to take care of them but she was afraid she wouldn't get to see them otherwise (E5 rural).
To see how they can help each other…that they support each other…especially in families who get along. If they don't, you help them find support outside the family (I2 urban).
During the intervention, we always kept the entire family in mind, even though we only talked with the caregiver… family communication becomes easier (I4 rural).
The nurses gave several examples of how PST made it easier to share their achievements and/or the difficulties that appeared throughout the process with other team members. This helped them become more open to learning, especially with respect to how to plan new strategies together with caregivers in order to manage the crises they were experiencing with their caregiving role within the family.
Difficulties detected: The time factor
One of the difficulties detected and that emerged in the narrative discourses of all the nurses when they discussed using PST in the future was the fear of not having enough time to carry out the technique.
When asked about systematic use of PST, nurses constantly made statements such as:
It's a luxury to spend so much time talking to the caregiver (I8 urban).
Some patients are in very good conditions, so nurses have time to sit with the caregiver…however, with others it's hard to be with both at the same time, like we did (I7 rural).
When talking about the hypothetical use of this technique by their coworkers in order to care for caregivers, they mentioned the time factor as an obstacle. Time limitations were related to the general structure of home care and the growing demands of primary health care.
Regarding the time specifically dedicated to PST, we observed ambivalent and contradictory discourses in the group. On the one hand, they stated that they were able to conduct the intervention (as shown in the records) within the designated time. On the other hand, when referring to the future, participants said nurses would not have enough time or skills to provide technical care to chronically ill persons and also talk to caregivers (who are always present in these cases), as they did during the present study.
DISCUSSION
The results of the clinical trial demonstrated the effectiveness of PST in reducing symptoms of anxiety, depression or emotional distress perceived in family caregivers of chronically ill patients. These results corroborate those of studies conducted in other contexts with different populations, but which presented problems similar to those in this study. (15.22) This study found that PST is cost-efficient, as the intervention with caregivers was carried out by nurses during the time allotted for home care of chronically ill patients. Their records showed that it was possible to conduct the intervention during the time of their home care visits; additional time was needed only in the first session (defining the problem). (23) When analyzing the group discussion, we identified the attitudes and perceptions held by nurses. Some of them act as obstacles and others as facilitating factors in the process of transferring the theoretical knowledge of the present study into practice. These factors must be taken into account when considering the systematic use of PST as a care option for caregivers of chronically ill patients.
Satisfaction and/or recognition, both from caregivers and professionals, stood out as facilitating factors. We also observed that participants considered it a natural part of their role as home care nurses to help family caregivers solve problems, which are not only of the physical dimension, but also psychosocial. In this regard, PST presents itself as a practical, simple method, close to their current practice. We must make the most of this natural selfperception of nurses in order to introduce changes in the approach of caregivers, facilitating their caregiving role in the family setting. Providing such attention to caregivers will foster personal and family health for persons with chronic illnesses cared for at home.
The main resistance factor found was the fear of not having enough time for developing the technique in the future. This issue also appeared as a significant obstacle in another study that investigated PST in the context of medical care, which produced positive results regarding its effectiveness in reducing depression. (24) Considering our context, there are no studies to which this aspect of PST use can be compared, but our findings are in accordance with those of other studies that also detected the problem of the time dedicated to care, which encompasses psychosocial and relational aspects, such as communication, listening, anxiety reduction, emotional support, etc. (25) (26) (27) Finally, the qualitative results of our study were centered on the nurses' experiences and their accounts or observations of caregivers. We believe that it would be interesting to conduct further research that includes a discussion group with caregivers who received the intervention. Thus, we would advance in the process of knowledge transfer, taking into account the opinion of all the actors involved in the process.
